Hereditary haemorrhagic telangiectasia (Osler Weber Rendu Syndrome) is fortunately a rare disease characterized by the triad of mucocutaneous telangiectases, recurrent bleeding, and a family history. The disease usually presents with epistaxes of increasing severity over many years eventually requiring blood transfusion in about 40% of cases (Bogoch 1974). When gastrointestinal bleeding occurs the problems of management are increased, and because of the difficulties the results of excisional surgery are very poor. A case is now described of severe recurrent gastric bleeding successfully treated by subtotal gastrectomy.
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Case history
Mr M, a 65-year-old retired policeman, was diagnosed as having hereditary haemorrhagic telangiectasia at the age of 25 years, when he suffered from numerous epistaxes. At the age of 50 years he was admitted with a perforated duodenal ulcer and had a vagotomy and pyloroplasty, and since then had been free of dyspepsia. Between 1976 and May 1978 he was admitted on ten occasions with haematemesis and melaena and was transfused on each occasion. Barium meal on one occasion suggested a recurrence of his duodenal ulcer and endoscopy on at least three separate occasions showed multiple gastric erosions. Over the first five months of 1978 he received 30 units of blood and this pattern of bleeding was unaffected by cimetidine therapy.
He was referred to Guy's Hospital in May 1978 and on examination was found to have florid features of hereditary haemorrhagic telangiectasia affecting the face, tongue (Figure 1 ), and mouth, trunk and arms. His son, now aged 26 years, suffers from repeated epistaxes but has no other. features of the disease and there is no other relevant history. Haematology: haemoglobin 11.7 g/dl, MCHC 31.9%, platelets 181 x 103/111, normal clotting studies. Gastroscopy showed about 50 telangiectases occupying the body of the stomach, the largest (3 mm) bled on contact and was situated on the lesser curvature. Coeliac angiogram showed abnormal vascular shadowing in the liver, body of the stomach (fed by the splenic artery) ( Figure 2 ), and lower down on the lesser curve of the stomach. Superior mesenteric angiograms demonstrated abnormal vessels in the ascending colon but no abnormality in the small bowel.
Laparotomy was performed on 25 May 1978 and a subtotal polya distal gastrectomy was carried out. Preoperative endoscopy confirmed the absence of telangiectases in the gastric remnant. The patient left hospital on the twelfth postoperative day and has had no further bleeding to date. Gross examination of the stomach showed multiple discrete gastric erosions, many of them covered with altered blood (Figure 3 ). Microsopy confirmed gastric telangiectasia, with thin-walled vessels lying in the submucosa, in many places being directly related to overlying mucosal erosions. 
Discussion
Although hereditary haemorrhagic telangiectasia typically affects the skin and mucosa of the nose and mouth and, less commonly, the gastrointestinal tract, it may have more extensive ramifications; pulmonary arteriovenous fistulae may arise leading to dyspnoea, cyanosis and finger clubbing; aneurysms of the aortic arch and splenic artery are also reported (Champion 1972) . Feizi (1972) described a case with hepatic vascular malformations leading to cirrhosis and to the patient's death from variceal haemorrhage. Significant gastrointestinal bleeding occurs in 13% of cases (Bogoch 1974), although the most frequent cause of haematemesis and melaena is blood swallowed following epistaxes. True gastrointestinal bleeding increases in frequency with age and can occasionally be massive. Smith et al. (1963) , found that 90% of patients with bleeding gastrointestinal telangiectasia required transfusion, with 47% requiring more than 30 transfusions. Coincidental duodenal ulcers were found in 19% of these patients as compared to 6% in patients with hereditary haemorrhagic telangiectasia not complicated by gastrointestinal bleeding; the former group had a higher incidence of blood group O. If one postulates that an ulcerogenic diathesis is contributory to gastrointestinal bleeding in these patients, then it is surprising that bleeding in this case was neither prevented nor slowed by vagotomy or cimetidine therapy.
The management of gastrointestinal bleeding in hereditary haemorrhagic telangiectasia is said to be difficult because of the ineffectiveness of surgery (Bogoch 1974) . This in turn is related to the widespread distribution of the telangiectases and to the difficulty in recognizing them at operation; the problem is further compounded by the tendency of new telangiectasia to arise after apparently successful resection of an area of involved intestine. Smith et al. (1963) commented that no relief was offered by gastrectomy or intestinal resection, and pointed out that while oestrogen therapy will lessen epistaxis it has no effect on gastrointestinal bleeding.
The use of endoscopy and angiography have challenged Smith's statement; they enable more accurate anatomical diagnosis of the disease and therefore make planned surgical resections more successful even if second or third resections may become necessary in subsequent years.
